Summary: Although open simple prostatectomy remains the reference standard for the treatment of excessively large or giant prostatic hyperplasia, advances in technology and techniques have facilitated safe transurethral management of select cases . We report a case undergoing removal over 200 g of prostatic adenoma by three transurethral electrovaporization (TVP) sessions and discuss its feasibility in clinical use
INTRODUCTION
When the prostate is too large to be removed endoscopically, open enucleation is necessary. Although "t oo large" is a subjective determination that varies with the surgeon's experience in performing transurethral resection of the prostate (TURP), glands over 100 g are usually indicated for open enucleation [1] . Moreover, giant Prostatic hyperplasia weighing over 200 g is rare. To our knowledge, all cases of giant prostatic hyperplasia reported in the literature have received open simple prostatectomy [2, 3] . Improvements in surgical technology and techniques allow transurethral resection of too large glands in appropriate patients. We report a case undergoing removal of a 205 g prostatic adenoma by three TVP sessions and discuss its feasibility in a clinical use. shadow-defect in the cystgram (Fig. 1 ). Transrectal ultrasound (TRUS) demonstrated a large, homogenous tumor of the prostate and the gland volume was calculated based on three-dimensional magnetic resonance imaging (MRI) was 219 ml (Fig 2A) . Histological examination using transrectal sextant biopsies demonstrated stromal hyperplasia without evidence of malignancy. The treatment options of open prostatectomy and transurethral surgery were discussed with patient, who chose to undergo multiple sessions of TVP.
Standard transurethral resection (TUR) equipment was used, including a continuous flow 26 Fr resectoscope (Storz, Turtlingen, Germany) and the Force FX electrosurgical generator (Valleylab , Boulder, CO, USA) with loop-shaped vapor-cut electrodes (Storz, Turtlingen, Germany) used as the vaporizing electrode. The power of the electrosurgical unit was set at 200 to 260 W pure cutting mode for vaporization and at 80 W for coagulation. The surgical technique for TVP is essentially the same as that for TURP. Vaporization was done by video endoscopy using 3% D-sorbitol as the irrigation fluid, with the patient under epidural anesthesia. The patient underwent 3 TVP sessions at 2 or 3 weeks intervals using the Nesbit technique [4] that is divided NOGUCHI ET AL.
into three stages. During first TVP (Fig. 2B) , the base of the gland was removed to improve urinary flow. The middle of the gland was removed during the second TVP and the apex of the prostate was removed at the third TVP (Fig. 2C) 
DISCUSSION
Autopsy data indicate that anatomic or microscopic evidence of benign prostatic hyperplasia is present in approximately 80% of men aged 70 to 80 years old, while prostate sizes greater than 100 g are uncommon and occur in only 4% of men over 70 years of age. The term giant prostatic hyperplasia was first described by Kawamura et al. [1] in the Japanese literature and was defined as exceeding 200 g with 22 cases being reviewed. Another criteria was proposed by Fishman et al. [2] who defined giant prostatic hyperplasia as prostate glands larger than 500 g since such specimens have been reported in only 11 cases world wide. The largest specimen reported was a 2410 g adenoma removed through open prostatectomy [4] . Open prostatectomy has previously been recommended for removal of such very large adenomas. However, moderate to severe blood loss is associated with removal of large specimens, requiring blood transfusions. The results of TVP are encouraging and comparable to those of TURP, and TVP prevents TUR syndrome by reducing irrigant absorption and provides better hemostasis. The disadvantage of TVP using the initial rollerbar electrode was that it is more time consuming than TURP and the thermal energy can damage structures close to the prostate [5, 6] . However, for larger prostate glands, using the loop-type electrode that looks like a standard TUR loop could minimize blood loss and decrease the surgical duration, because of the large cross-section of loop, ease of manipulation, and greater durability compared to the rollerbar electrode. Of course, the ability to resect too large prostates requires careful consideration of technique, available instrumentation and risk. We confirmed preoperatively that a resectoscpe could reach the base of prostate, and planned three TVP sessions for the present case because of our expected maximum resection volume of prostate in each procedure is about 80 g. We also mentioned to avoid a long duration of procedure because of both risks of TUR syndrome and bleeding. 
